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Pregnant Adolescent Group for Education and Support — Illinois 


Based on data indicating that 30% of all births in North Chicago were to teenagers 
(1), staff from the Nursing Division of the Lake County Health Department, together 
with a North Chicago High School social worker, developed and implemented a 
program called Pregnant Adolescent Group for Education and Support (PAGES). 
Initiated during the 1982-83 school year, PAGES was designed as a school-based 
program to reduce some of the problems associated with teenage pregnancy, such as 
lower levels of educational achievement, low birthweight infants, and increased 
potential for child abuse and neglect. The PAGES model combines educational and 
social support strategies with the goal of increasing the likelihood that teens will 
deliver healthy babies and remain in school. 

Pregnant students participate in the PAGES program during the regular school 
day. Over the course of the program, PAGES staff give 21 presentations on topics that 
include labor and delivery, nutrition, antepartum and postpartum care, infant bonding 
and stimulation, and early child care. These presentations are supplemented with 
weekly group sessions designed to build feelings of support and self-esteem. In 
addition, each PAGES participant is visited at home by a Community Health Nurse, 
who reinforces the PAGES learning process and offers individual support and 
referrals to the teenager and, if indicated, to her family. Participants are required to 
receive concomitant medical care through either a private physician or the county 
prenatal clinic. 

When PAGES was first initiated in North Chicago, 12 students participated in the 
program. Eleven of these students either remained in school during and after their 
pregnancy or returned to school after giving birth. During the 1985-86 school year, a 
total of 48 students in North Chicago participated in PAGES. Forty-seven of these 
returned to or remained in school after childbirth. Thus, while some studies indicate 
that two-thirds of pregnant teens drop out of high school (2 ), the school retention rate 
for PAGES was approximately 93%. 

In 1985, Waukegan, Illinois, adopted the North Chicago PAGES program. Wauke- 
gan has a disproportionately high number of teen births (16% of all births, compared 
with 13% in the county and 9% in the state, as of 1984) (3). The Waukegan PAGES 
program began during the 1985-86 school year and served a total of 25 students. The 
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program added 24 more pregnant teens during the 1986-87 school year. As of 
February 1987, all 49 participants (100%) had remained in or returned to school. 

The program expanded during the 1986-87 school year to a third community, Zion, 
Illinois, where 15 additional pregnant teens were enrolled. This expansion, plus the 
addition of seven more teens in North Chicago, brings the total number of pregnant 
teenagers who have been served or are currently being served by PAGES to 119. Sixty 
percent of these are black, 25% are Hispanic, and 15% are of other races. The 
percentage of all participants remaining in school rose from 92% for the 1982-83 and 
1983-84 school years to 100% from 1984-85 through 1986-87. Since 1984, only one 
(2%) of 65 babies has had a low birthweight. The expected rate of low birthweight 
babies in North Chicago is 8.7%. 

Further information on the development and implementation of the PAGES 
program can be obtained by writing The PAGES Program, c/o Karla E. Smith, 
Maternal Health Supervisor, Lake County Health Department, 3010 Grand Avenue, 
Waukegan, Illinois 60085. 

Reported by: S Bekenstein, MSW, MH Carter, MPH, M LaRoche, MSN, KE Smith, RN, MSN, Lake 
County Health Dept; BJ Francis, MD, State Epidemiologist, illinois Dept of Public Health. 
Behavioral Epidemiology and Evaluation Br, Div of Health Education, Center for Health 
Promotion and Education, CDC. 

Editorial Note: This preliminary analysis of the effects of PAGES suggests that a 
program which combines educational strategies, social support, and preventive care 
can reduce problems typically associated with teen pregnancies. 

The acceptance of PAGES by local school personnel is attributable to the growing 
recognition within local communities of the fiscal and social costs of teenage 
pregnancy. The flexibility with which each school is approached gives school 
personnel a measure of ownership and control of the program and may partially 
account for the attractiveness of PAGES. Initial discussions with school personnel are 
based on the individual characteristics and needs of each school. The relatively low 
cost of the program is particularly appealing. New staff have been hired and priorities 
have been reordered within the Lake County Health Department to allow for adequate 
PAGES staff support. PAGES relies on the known problems of teen pregnancy —lost 
educational opportunities; low lifetime economic potential; increased risk of child 
abuse and neglect; and increased health risks, such as low birthweight and prema- 
turity among infants and prolonged labor among pregnant women (4,5)—as the 
guide for program and curriculum development and program marketing. 

In recognition of its achievements, the Lake County Health Department was one of 
56 health programs receiving the 1986 Secretary's Award for Excellence in Commu- 
nity Health Promotion from the Department of Health and Human Services. 
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Imported and Indigenous Dengue Fever — United States, 1986 


In 1986, 233 cases of dengue-like illness were reported to CDC from 32 states 
(Table 1). Adequate blood samples were received on 120 cases, 33 (27%) of which 


TABLE 1. Suspected and confirmed cases of dengue — United States, 1986 
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were confirmed as dengue infection. These 33 confirmed cases were reported from 10 
states and the District of Columbia (Figure 1). 

Virologic or serologic evidence indicated that three serotypes, DEN-1, DEN-2, and 
DEN-4, were imported into the United States in 1986. Seventeen (52%) of the 
confirmed cases were reported from two states (Texas and Georgia) where Aedes 
aegypti may be found during most of the year. Twenty cases (61%) occurred in five 
states where an exotic mosquito species, Aedes albopictus, has recently become 
established (Illinois, Indiana, Ohio, Texas, and Georgia). 

in 1986, Texas had the first known indigenous transmission of dengue in the 
United States in 6 years. The last known indigenous transmission had also occurred 
in Texas. Five of the 14 cases from Texas that were confirmed by CDC were probably 
imported. Nine of the patients, however, had no history of travel outside of Texas, 
suggesting that the infections were acquired locally (Laredo, 2 cases; Corpus Christi, 
3 cases; and Brownsville, 4 cases). Two DEN-1 viruses were isolated, one from an 
individual without travel history outside of Texas and the other from a patient who 
had traveled to Monterrey, Mexico, just prior to onset of illness. Three blood samples 
(0.9%) from a random sample of 315 patients from venereal disease clinics in 
southern Texas were positive for dengue-specific IgM antibodies, indicating dengue 
infection within the previous 2-3 months. 

Although the majority of imported dengue cases were reported as dengue fever 
without hemorrhagic manifestations, one patient, who had traveled to the Dominican 
Republic, required hospitalization with petechiae, purpura, and thrombocytopenia. As 
in previous years, travel histories of persons with confirmed dengue showed that 
most cases were imported from Caribbean basin and Asian countries (Table 1). 


Reported by: Holy Redeemer Hospital, Meadowbrook, Pennsylvania. Georgia Dept of Human 
Resources, Atlanta, Georgia. Iilinois Dept of Public Health, Chicago. Indiana State Board of 
Health, Bur of Laboratories, Indianapolis. Michigan Dept of Public Health, Lansing. Minnesota 


FIGURE 1. Number of confirmed cases of dengue, by state, and distribution of Aedes 
aegypti and Aedes albopictus — United States, 1986 
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Dept of Health, Minneapolis. New York Dept of Health, New York. Office of Medical Svcs, Dept 
of State, Washington, DC. Ohio Dept of Health, Columbus. State of California Dept of Health 
Svcs, Berkeley. State Laboratory Institute, Jamaica Plain, Massachusetts. Texas Dept of Health, 
Austin. Dengue Br, Div of Vector-Borne Viral Diseases, Center for infectious Diseases, CDC. 


Editorial Note: Since 1977, 1,561 suspected dengue cases have been reported to 
CDC; 327 were positive for dengue (Table 2). Since 1981, all four dengue virus 
serotypes have been imported (7). The annual number of reported and confirmed 
cases of dengue imported into the United States varies with the amount of dengue 
activity occurring in the tropics, especially the Caribbean (2). The number of reported 
dengue cases in 1986 was the highest in recent years and coincided with increased 
dengue activity throughout the Americas. 

Transmission in 1986 was of particular concern for two reasons. First, indigenous 
transmission occurred in Texas for the second time in 6 years—the last previous 
transmission prior to 1980 had occurred in 1945 (2 ). Second, confirmed dengue cases 
were reported in areas where Ae. aegypti and Ae. albopictus, two efficient vectors of 
dengue, occur. The recent introduction of Ae. albopictus into the United States is of 
special concern because this species is an exceptionally efficient host for dengue 
viruses and is capable of transmitting both horizontally (human to human) and 
vertically (from infected female to her offspring) (3,4 ). Moreover, Ae. albopictus has 
become established in northern as well as southern states (5). The presence of this 
species increases the potential for more widely distributed secondary transmission 
and for the maintenance of dengue viruses in the United States. CDC is currently 
collaborating with state health departments to improve surveillance for both the 
introduction of dengue virus and for the presence of the mosquito vectors. 

Dengue should be considered in the differential diagnosis of acutely ill persons 
returning to the United States from any tropical region of the world. It should also be 


TABLE 2. Number of reported and confirmed imported cases of dengue — United 
States, 1977-1986 
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remembered that dengue can be clinically similar to measles and should be consid- 

ered when patients test negative for measles. Blood samples should be obtained from 

such patients during both the acute and convalescent stages of illness and should be 

submitted without delay to appropriate state or local public health laboratories for 

serologic and virologic diagnostic studies. In addition, a clinical summary with dates 

of onset of illness and blood collection, a detailed travel history with dates of travel, 

and other epidemiologic data should be included. 
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TABLE ll. Notifiable diseases of low frequency, United States 
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TABLE lll. Cases of specified notifiable diseases, United States, weeks ending 
August 22, 1987 and August 16, 1986 (33rd Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 22, 1987 and August 16, 1986 (33rd Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 22, 1987 and August 16, 1986 (33rd Week) 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 
August 22, 1987 (33rd Week) 
All Causes, By Age (Years) = All Causes, By Age (Years) 
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Meningococcal Disease Among Travelers Returning From Saudi Arabia 


Since August 9, 1987, two definite and three probable cases of meningococcal 
disease caused by Neisseria meningitidis serogroup A have been reported among 
the 1,250 pilgrims returning to the United States from Mecca and Medina, Saudi 
Arabia. Onset of symptoms has been within 4 days of return to the United States. An 
additional traveler, who was not a pilgrim, was hospitalized recently with serogroup 
A meningococcal meningitis 4 days after her return to the United States. This woman 
had not traveled to Mecca or Medina, but had spent 5 weeks in Jedda, where she had 
reportedly had some contact with pilgrims. Pilgrims returning on all recent direct 
flights from Jedda to New York (August 18, 20, and 25) received prophylaxis with 
rifampin at the New York airport. 

Reported by: HR Ragazzoni, DVM, New Jersey State Dept of Health. New York Quarantine 
Station; S Schultz, MD, New York City Dept of Health. Div of Field Svcs, Epidemiology Program 


Office; Div of Quarantine, Center for Prevention Svcs; Meningitis and Special Pathogens Br, Div 
of Bacterial Diseases, Center for Infectious Diseases, CDC. 


Editorial Note: An estimated 3,000 cases of invasive meningococcal disease occur in 
the United States each year. Two to three percent of these are caused by N. 
meningitidis serogroup A. No large serogroup A meningococcal epidemics have 
occurred in the United States since 1946, and it is unlikely that serogroup A carriers 
returning from Saudi Arabia will have an impact on the rate of disease among the 
general U.S. population. 

Pilgrims returning from Saudi Arabia following this year’s pilgrimage should 
receive rifampin chemoprophylaxis. Since the risk of disease rapidly decreases as the 
time following exposure increases, rifampin is recommended only if it can be given 
within 1 week of a person’s leaving Saudi Arabia. Rifampin is not recommended for 
other travelers, unless they have been in close contact with a patient with meningo- 
coccal meningitis. 

This year’s pilgrimage is now over, and associated crowded conditions have 
subsided. However, while the potential risk to persons now traveling to Saudi Arabia 
is not known, it is likely that the serogroup A strain is circulating in the population. 
Therefore, it would be prudent for future travelers to Saudi Arabia to receive the 
meningococcal vaccine at least 10 days prior to departure. The only vaccine licensed 
in the United States is manufactured by Connaught Laboratories; it is quadrivalent 
and contains serogroups A, C, Y, and W-135 (7). If local distributors are not able to 
supply the vaccine, Connaught Laboratories may be contacted at 1-800-VACCINE. 

Physicians are encouraged to report additional cases among returning travelers 
from Saudi Arabia to their state and local health departments and to forward the 
meningococcal isolates to CDC through their state public health laboratories. 
References 
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Perspectives in Disease Prevention and Health Promotion 
San Jose Nutrition Education Project — California 





The San Jose Nutrition Education Project (SJNEP), initiated in the San Jose Unified 
School District in 1976, provides education on nutrition, with emphasis on healthful 
dietary plans and lifestyle habits, to children from all socioeconomic backgrounds in 
grades K through 4. 
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SJNEP attempts to develop an understanding of nutrition, foster positive food 
habits, and improve the overall nutritional status. In 1982, SJNEP was disseminated 
nationally through the National Diffusion Network of the U.S. Department of Educa- 
tion. More than 68 school districts from 10 states adopted the project. Independent 
evaluations conducted at initial project sites from 1977 to 1981 and at sites that 
adopted the project from 1983 to 1985 indicated significant gains among participating 
students in both knowledge of nutrition and eating habits. 

The SJNEP uses a team approach in which a registered dietician, teachers, food 
service staff, and parents promote nutritional awareness through a classroom 
curriculum of lessons and games, cafeteria displays, awards for appropriate mealtime 
behavior, and taste-tests. Student worksheets are available in Spanish and English. 
The project emphasizes innovative teaching techniques to enhance students’ knowl- 
edge of nutrition and their food consumption habits. Techniques include strategies 
for integrating instruction about nutrition into classrooms with regular classroom 
subjects and into the school food service program. Parents volunteer during class- 
room activities and receive monthly newsletters that provide nutritional facts, games, 
and recipes. 

SJNEP’s impact on children’s nutritional knowledge was evaluated by administer- 
ing nutritional tests before and after the project to participating children and to 
equivalent comparison groups. A separate set of 16 to 22 multiple choice questions 
was given at each grade level. For example, one test question asked kindergarteners 
to point to one of four pictures that best illustrated how to clean one’s hands. Another 
question asked 4th graders how they could make the school lunch area a nicer place 
to eat. Although both project participants and comparison groups gained in knowl- 
edge about nutrition, participating students at each grade level gained significantly 
over students in nonparticipating classes (by 11.1 to 19.3 percentage points in original 
sites and by 6.7 to 13.6 percentage points in adopting sites) (Table 1). The project's 
effect on children’s behavior was determined by comparing school lunch-plate waste 
(consumption) rates for participants and demographically equivalent comparison 
groups. Participants at original and adopting sites consumed a significantly greater 
percentage of the food from each of six food categories than did children in 
comparison groups (Table 2). 

Further information on how to implement the project can be obtained by writing 
San Jose Nutrition Education Project, Food Services Division, San Jose Unified 
School District, 250 Stockton Avenue, San Jose, California 95126. 


TABLE 1. Mean post-test gain in nutritional knowledge, by grade — San Jose 
Nutrition Education Project 





Original Sites* Adopting Sites* 
Grade Project Particants (%) Controls (%) Project Particants (%) Controls (%) 
28.3 9 11.7 5 
22.9 6 14.2 5.9 
22.8 7.8 13.9 6.3 
18.7 7.6 20.4 7.1 
19.4 1.8 15.6 2 


*California, 1977-1981. 
*California and New Hampshire, 1983-1985. 
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TABLE 2. Average percentage of food eaten, by food type for Federal Type A lunch — 
San Jose Nutrition Education Project 





Original Sites* Adopting Sites’ 
Food Type _— Project Participants (%) Controls (%) Project Participants (%) Controls (%) 
Meat/Meat 
Substitute 71 55 71 
Vegetable 76 47 66 
20 58 
72 








Salad 33 
Bread 70 55 

Fruit/Dessert 60 42 76 
Milk 69 50 65 


*California, 1977-1981. 
*California and New Hampshire, 1983-1985. 





Reported by: C Johnson, Health Education-Risk Reduction Program, California Dept of Health 
Svcs. Behavioral Epidemiology and Evaluation Br, Div of Health Education, Center for Health 
Promotion and Education, CDC. 


Editorial Note: The San Jose Nutrition Education Project provides an excellent 
model for other nutritional programs. Evaluation at original implementation sites and 
at sites that later adopted the project indicate that health promotion programs of 
excellence can produce similar results in different locations. 

The primary goal of the National Diffusion Network of the Department of Education 
is to help local school districts, intermediate service agencies, state departments of 
education, and postsecondary institutions in their continuing efforts to improve 
educational opportunities and achievements. To promote the transfer of successful 
programs from the development sites, this nationwide system helps those involved in 
education acquire materials and incorporate improved practices into their own 
programs. 

In recognition of its achievements, the San Jose Nutrition Education Project was 
one of 56 health programs receiving the 1986 Secretary’s Award for Excellence in 
Community Health Promotion from the Department of Health and Human Services. 


Epidemiologic Notes and Reports 





Cryptosporidiosis — New Mexico, 1986 


Between July 1 and October 1, 1986, 78 laboratory-confirmed cases of cryptospo- 
ridiosis were reported to the Office of Epidemiology at the New Mexico Health and 
Environment Department. Because the source of infection in these cases was unclear, 
investigators conducted a case-control study to establish risk factors for infection. 

For study purposes, a patient was defined as a Bernalillo County resident with 
laboratory-confirmed cryptosporidiosis reported to the Office of Epidemiology from 
July 1 through October 1, 1986. If more than one laboratory-confirmed case occurred 
in a household or day-care group, only the person with the earliest onset of 
symptoms was included in the study. 

Fifty-eight (74%) of tr. 78 patients with cryptosporidiosis lived in Bernalillo 
County, which includes the city of Albuquerque. Twenty-four of these patients were 
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included in the study. Thirty-two of the remaining patients were household or 
day-care contacts of these patients, and two were lost to follow-up. 

The 24 patients included in the study were matched with 46 controls by age, sex, 
and neighborhood of residence. Using a questionnaire administered by telephone to 
both patients and controls, investigators gathered information on household size; 
day-care-center attendance, employment, or other principal sources of contact; 
travel; surface-water exposure; pet and domestic animal exposure; and the source of 
water to the home. 

Patients’ dates of onset of symptoms ranged from May 28 through September 2, 
1986. Symptoms lasted from 5 to 60 days, with a median of 21 days. Ninety-six 
percent of the patients reported watery, nonbloody diarrhea; 79% reported flatu- 
lence; 67%, abdominal pain; 58%, nausea; and 54%, low-grade fever. 

Patients ranged in age from 4 months to 44 years, with a median age of 3 years. 
Seventeen (71%) were <10 years of age. Seventeen (71%) of the patients were 
female, and seven (29%) were male. Thirteen (77%) of the patients <10 years of age 
and four (57%) of those >10 were female. 

Univariate analysis suggested that drinking untreated surface water and attending 
a day-care center where other children were ill with diarrhea were possible risk 
factors for this infection. There was a strong statistical association beiween drinking 
surface water and illness (odds ratio [OR] incalculable, p = 0.0016). None of the five 
patients who drank surface water had treated it in any way. One of these five patients 
attended a day-care center, the others had no other risk factors for cryptosporidiosis. 
None of the 46 controls had drunk surface water. 

There may have been an increased risk of illness among those who had swum in 
surface water (OR = 3.7; 95% confidence interval [Cl], 0.71 to 12.6). Exposure to 
surface water (either through drinking or swimming) had occurred in New Mexico, 
southern Colorado, and Mexico. If the two patients exposed to surface water in 
Mexico and their controls are eliminated from the analysis, drinking surface water is 
still significantly associated with illness (OR incalculable, p = 0.014). The time 
between exposure to surface water and illness ranged from 4 to 21 days, with a 
median of 7 days. The average incubation period of cryptosporidiosis is 2 to 10 days. 
Fourteen (82%) of the 17 household members with exposures to surface water similar 
to the patients’ became ill with diarrhea within 2 to 7 days. 

There was no statistically significant difference between patients and controls in 
attendance at day-care centers or in employment. However, patients were more likely 
than controls to attend a day-care center reported by a parent as having other children 
ill with diarrhea (OR = 5; 95% Cl, 1.4 to 26.3). A patient was also more likely to be a 
household contact of a day-care-center attendee or employee, but this did not reach 
statistical significance (OR = 3.7, 95% Cl, 0.95 to 14.2). 

Reported by: DJ Grabowski, MS, Albuquerque Environmental Health; KM Powers, JA Knott, MV 
Tanuz, LJ Nims, MS, MI Savitt-Kring, CM Lauren, Bl Stevenson, HF Hull, MD, State Epidemiol- 
ogist, New Mexico Health and Environment Dept. Div of Field Svcs, Epidemiology Program 
Office; Div of Parasitic Diseases, Center for Infectious Diseases, CDC. 

Editorial Note: Cryptosporidium sp. was recognized as a human pathogen in 1976. 
The illness is associated with significant morbidity, including diarrhea, which is often 
prolonged and which can be accompanied by severe weight loss. In immunodeficient 
persons, cryptosporidiosis can cause life-threatening dehydration. There is no known 
effective therapy. 
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Previous outbreaks of cryptosporidiosis have occurred among animal handlers, 
through direct contact with animal feces (7), and in day-care centers, through 
person-to-person contact (2,3). An outbreak has also been reported from a Texas 
community where a common water well became contaminated (4 ). 

Although surface water has not been previously recognized as a source of infection 
with Cryptosporidium, this study demonstrates that it may be. Further evidence was 
provided in January 1987 when a major waterborne outbreak of cryptosporidiosis in 
Georgia was traced to a river serving as the municipal water supply (CDC, unpub- 
lished data). Cryptosporidium sp. has been isolated from a broad variety of animals, 
including cattle, sheep, dogs, cats, deer, mice, rabbits, and snakes. Cryptosporidium 
sp. found in cattle have been shown to be transmitted to humans (17 ). Surface water 
might become contaminated through direct deposit of feces into water or by surface 
runoff that washes feces into water. The seasonal distribution of cryptosporidiosis, 
which occurs primarily in the summer and early fal! (1,5 ), could be partially explained 
by the increased outdoor activity during that time of year. 

Cryptosporidium species are known to be resistant to most chemical disinfectants, 
such as chlorine and iodine. Physicians should consider cryptosporidiosis in the 
differential diagnosis of persons with diarrhea who have a history of drinking surface 
water that is untreated or treated by chemical means alone. 
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FIGURE |. Reported measles cases — Uniteri States, weeks 29-32 
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